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A B S T R A C T
A 6-year-old boy presented with prolonged periods of unconsciousness (>60 min) following nausea and
dizzinesswhile standing. The application of EEG electrodes provoked a similar episode. These apparently
long periods of unconsciousness could be explained by sleep. In view of the triggers (pain, distress, and
prolonged standing), the prodromal features, and the transient sinus bradycardia during the EEG
examination a diagnosis of vasovagal syncope was made. Sleep is an alternative explanation for delayed
recovery after syncope in young children. Prompt recognition might avoid unnecessary investigations,
distress, and an incorrect diagnosis.
 2011 British Epilepsy Association. Published by Elsevier Ltd. All rights reserved.
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Transient loss of consciousness (TLOC) is an extremely common
event in children; about 40% (girls 47% and boys 37%) experience
an episode before the age of 15.1 It is usually due to reﬂex syncope,
but may also result from generalized tonic–clonic seizures.1,2
Usually the history can reliably distinguish between these
conditions. When considering the time frame and subsequent
recovery, prolonged unconsciousness (>5 min) and postictal
confusion point towards epilepsy.3,4 Vasovagal syncope, however,
is characterized by a very limited period of unconsciousness and a
swift recovery.5,6 In our case these clues from the history appeared
contradictory.
2. Patient history
A 6-year-old boy was referred due to prolonged periods of
unconsciousness. The ﬁrst episode occurred while standing in an
elevator. He felt unwell, and his mother saw him turning pale. She
subsequently escorted him away, but he fell to the ﬂoor and was
unresponsive to his mother. His limbs were ﬂaccid, and his lips
blue. On arrival of an ambulance a few minutes later, the§ Informed consent was obtained from the patient’s guardian before submission
including image.
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spontaneously 35 min later.
The second episode occurredwhen the boy and hismotherwere
waiting in line at a store. He said he felt sick, his mother noticed he
was extremely pale and perspiring, and then he fell to the ﬂoor,
unarousable. His eyeswere closed and therewas no responsewhen
an IV line was inserted. He remained unresponsive for 65 min until
a painful stimulus was applied, after which he recovered fully. He
was admitted for investigations: a 24-h-ECG-registration and
blood screen did not show any abnormalities.
He had previously experienced two short-lasting attacks at the
age of 2 years. The ﬁrst happened after accidentally cutting his
ﬁnger. A second TLOC occurred while vomiting during an episode
of ﬂu.
The boy’s growth and development were normal, and
pregnancy and delivery had been unremarkable. There was no
family history of epilepsy, but hismother had a history of recurrent
vasovagal syncope. None of the boy’s episodes were accompanied
by tongue biting, twitching, or voiding. An EEG was requested
because of the prolonged periods of unresponsiveness (see Fig. 1).
Upon application of the electrodes the boy stated that he felt sick.
He struggledwith the technician and started to cry. His face turned
pale, and he was sweaty. Subsequently he lost consciousness. He
lay in his mother’s arms with ﬂaccid limbs and fell asleep. She
clearly recognized these symptoms as the same as previous
episodes. The EEG recording 2 min after onset of TLOC showed
normal sleep phenomena (stages I–II) with a relative and transient
sinus bradycardia – 55 bpm at the start of the registration, 70 bpm
1min later (Fig. 1).vier Ltd. All rights reserved.
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Fig. 1. EEG registration and video image of postictal sleep following a vasovagal episode.
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total of 30 min of sleep was recorded. In view of the triggers (pain,
distress, and prolonged standing), prodromal features, and the
transient sinus bradycardia a diagnosis of vasovagal syncope was
made.
3. Discussion
TLOC can have a number of causes, including vasovagal syncope
and generalized tonic–clonic seizures among others.1 Taking a
detailed history is paramount in distinguishing syncope from
seizures.3–6 In this case several pointers suggested a diagnosis of
vasovagal syncope: the triggering circumstances, and the prodro-
mal signs. His mother and the paramedics, however, reported
prolonged periods of ‘‘unconsciousness’’, favouring a diagnosis of
tonic–clonic seizures.3 The EEG recording during such a period
demonstrated that the long periods of unresponsiveness in this boy
could be explained by sleep. It is well known that young children
can exhibit a marked resistance to awakening, and sleep at this age
can be easily misinterpreted as unconsciousness.7
Individuals may be tired after a vasovagal episode, often falling
asleep later.5,8 In this case, however, there was an immediate
postictal sleep. To our knowledge this phenomenon is rarely seen
in adults – we could ﬁnd only one probable description.8 By
contrast it is more prevalent in children; a survey suggested that it
affects up to 5% of all children with vasovagal syncope.8 This
discrepancy between children and adults can be explained by the
increasing sleep latency with age.9Sleep following vasovagal syncope is thus an alternative
explanation for apparently long periods of unconsciousness in
young children. Prompt recognition is important to avoid
unnecessary investigations, distress, and an incorrect diagnosis.
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